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Affairs CERTIFICATE OF CLINICAL TRAINING

[The completion of this form is required only of international medical school graduates, BUT may be omitted if all clinical training was done in the primary teaching hospital of
the medical school and such hospital is located in the same country as the medical school AND the medical school completes and certifies the "Official Breakdown of

Undergraduate Clinical Clerkships form, Form L5A/B.] Please complete this form in the English language.

Complete ONE certificate for EACH clerkship, signed by the facility program director or instructor.

Only undergraduate clinical clerkships in which the applicant participated in DIRECT, HANDS-ON DIAGNOSIS OR TREATMENT OF PATIENTS IN A
CLINICAL SETTING should be reported on this form. Any clinical clerkships completed that do not meet the above criteria should NOT be reported on
this form as they will NOT satisfy California's clinical training requirements.

This is to certify that ; / / ;

STUDENT'S NAME U.S. SOCIAL SECURITY NO.:

astudentof ,
DATE OF BIRTH-MM/DD/YYYY: MEDICAL SCHOOL

completed a clerkship offered by

NAME AND ADDRESS OF FACILITY

from through in the clinical area
MONTH DAY YEAR MONTH DAY YEAR
of
CLINICAL AREA
This facility =~ [ is affiliated with a U.S. or International school This facility 0 does have an ACGME-accredited residency program
(3 is not affiliated with a U.S. or International school in the areas of:
Name of U.S. or International medical school, if affiliated: 3 does not have an ACGME-accredited residency
program.

ATTENTI ON FACI LI TY PROGRAMDI RECTORS QR | NSTRUCTQORS:  THE PERSON WHO SI GNS THI S FORMMAY NOT BE RELATED TO THE APPLI CANT BY BLOOD, MARRI AGE, OR
ADCPTI ON.

nlytheFacilityProgramD rector or Instructor naysignthisform |f that signatureauthorityis bei ngdel egat edtoanot her person, evi dence of t hat del egat i on nust
be attachedtothis form(nay be a phot ocopy). Such del egationnust beonofficial |etterheadandnust bedatedwithinthelast 12 nont hs.

1, swear or affirm that | am/was the the individual facility program director
or instructor for the student named above during the clerkship indicated and that | have carefully read
and completed this form and that the statements made herein are strictly true in every respect.
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» cITy STATE ZIP CODE
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TELEPHONE NUMBER SIGNATURE OF FACILITY PROGRAM DIRECTOR OR INSTRUCTOR

NOTE: IN ABSENCE OF AN OFFICIAL HOSPITAL SEAL, THE FACILITY PROGRAM DIRECTOR OR INSTRUCTOR MUST SIGN THIS FORM IN THE
PRESENCE OF A NOTARY PUBLIC WHO AFFIXES HIS/HER OFFICIAL NOTARY SEAL.

Signed and sworn to before me this day of

MONTH YEAR

I g NOTARY PUBLIC
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| = My Commission Expires
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